In this video we describe a technique of robot assisted extravesical cross-trigonal ureteral re-implantation with intra-corporal tailoring of the ureter.
INTRODUCTION AND OBJECTIVES:
In this video we describe a technique of robot assisted extravesical cross-trigonal ureteral re-implantation with intra-corporal tailoring of the ureter.
METHODS: We present a multi institutional study of 20 cases, in this video we describe the case of a 1y/o male who was diagnosed with a left mega-ureter prenatally. US scans showed dilation of renal pelvis and ureter (17mm), MAG3 Renal scan indicated 37% function of the left kidney with delayed drainage.
The patient was placed in the supine position. A Foley catheter was inserted to allow bladder distention. Peritoneal access is obtained with the open Hasson technique. 12mm camera port at the umbilicus, 2 robotic 8mm ports and an assistant 5-10mm ports were placed under vision. The distal ureter was identified and dissected distally to the bladder were it is ligated and transected. Ureteral tailoring was performed over a 7FR UK and sutured with a 3-0 V-Locä. A transverse trough of 4-5cm is created. Emphasis is made to dissect the detrusor to facilitate a tension free closure over the ureter. Bladder mucosa Is opened and uretero-vesical anastomosis is performed with interrupted 5-0 PDS sutures over DJ stent. Detrusor tunnel is closed incorporating the ureter between the mucosa and the detrusor. Water tight closer is verified.
RESULTS: Console time was 180 min. Patient was discharged on POD1, DJ stent was removed 4 weeks post operatively. Imaging showed improvement in hydronephrosis and renal drainage.
CONCLUSIONS: Robot assisted cross-trigonal ureteral reimplantation with intracorporeal tailoring is safe feasible and reproducible.
Source of Funding: None

V07-02 ANASTOMOTIC POSTERIOR URETHROPLASTY IN FIRST YEAR OF LIFE
Sanjay Kulkarni*, Ayman Mousa, Shreyas Badranavar, Amar Rawal, Pankaj Joshi; Pune India INTRODUCTION AND OBJECTIVES: There are no published cases of anastomotic urethroplasty in children less than one-year of age. Boys with a high imperforate anus have a recto urethral fistula. They are initially managed by Colostomy. The fistula usually occurs at the prostatomembranous junction. The trend is to perform a single stage posterior sagittal posterior anorectopexy (PSARP) with pull through and closure of fistula after the child is fit for surgery. Inadvertent injury to urethra during fistula repair may result in traumatic obliteration of the posterior urethra. The aim was to evaluate our outcomes of posterior urethroplasty in these cases.
METHODS: A prospective database was maintained of infants with urethral injury. Amongst 1,307 cases of PFUDD, we managed 5 boys with posterior urethral injury after PSARP from 2012 to 2018.
Follow up ranged from 6 months to 3 years. One of them was operated in a Live workshop, which video we wish to present.
Iatrogenic injury was noticed after PSARP by the primary surgeon. Suprapubic catheter was inserted for retention of urine. Surgery was planned once the boy was 10Kg in weight. Evaluation was done using retrograde urethrogram (RGU) and voiding cystourethrogram (VCUG) along with endoscopy from above and below. Urethroplasty was performed early to avoid complications from long-term suprapubic drainage and promotion of physiological voiding.
RESULTS: 5 boys aged less than one year had iatrogenic posterior urethral injuries. All of them were born with a high imperforate anus and recto urethral fistula. PSARP was complicated by posterior urethral transection resulting in an obliterated urethra. This was initially managed with a supra-pubic catheter followed by anastomotic urethroplasty. 4 boys required crural separation and inferior pubectomy. All 5 boys had an uneventful recovery with only one requiring a laser direct vision internal urethrotomy of an annular stricture. One boy has some incontinence which is related to the poor bladder neck function.
CONCLUSIONS: Iatrogenic urethral injuries are rare in infants but can occur in PSARP. It is challenging to perform Crural separation, inferior pubectomy in a infant. Expert management can offer early physiologic voiding in such subgroup of patients.
Source of Funding: none
V07-03 ROBOTIC ILEO-VAGINOPLASTY IN A PATIENT WITH CONGENITAL VAGINAL AGENESIS
Rana Kumar*, Chicago, IL; Mohammad Mahmoud, Mohan S. Gundeti, Chicago, IL
INTRODUCTION AND OBJECTIVES:
Vaginal agenesis is a rare congenital disorder of female genital tract, with patient usually presenting to us in late adolescence. Vaginal reconstruction using bowel segment, in view of its invasive nature, is usually offered when dilatation and/or prior vaginal reconstruction attempts using graft or local flap has failed. Traditionally, this is accomplished using open surgical approach. We describe here our experience of robotic-assisted ileovaginoplasty in a patient with vaginal agenesis, and as per the published literature, it is the first reported case of vaginal reconstruction performed minimal invasively.
METHODS: The index patient is a case of Meyer RokitanskyKuster-Hauser syndrome presenting to us with vaginal agenesis with previously failed, but compliant to, vaginal dilatations and inadequate vaginal depth resulting after buccal mucosal graft vaginoplasty.
RESULTS: With the patient in low lithotomy position, abdominal access was made using Hassan's technique. After appropriate port placement and docking of the robot, the isolation of ileal segment (future vagina) and closure at its abdominal end and subsequent bowel anastomosis was accomplished successfully robotically. However, in view of dense adhesions (resulting from prior vaginal reconstruction) a safe plane could not be developed safely into the perineal space. Subsequently, we completed the pull-down of the ileal segment using both abdominal (using Pfannenstiel incision) and perineal approach. There were no intra-operative complications. The EBL was 5 ml. The total operative time was 462 minutes, with console time being 160 minutes. A vaginal stent was placed in the ileal segment, and another catheter placed into the introitus postoperatively and secured tight. Nasogastric tube was removed day 2. Sips of clear liquid diet started day 2, regular diet was started on day 3. Patient was discharged on day 5. Patient was advised to activity as tolerated with avoidance of exertion and straining. A follow-up Cystoscopy and examination under anesthesia performed 2 weeks later revealed a vaginal depth of 12 cm. A 22 F vaginal dilator could be placed without any difficulty. The patient reports successful dilatation after removal of vaginal stent.
